MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 363—0(}‘?736

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

f TAT:
DO NOT WRITE NDED Registration District Ne, -...m__—}mmry Registration District No. .m__,hgnsmr'a No. J ———— STATE FILE NUMBER

S0 | e e o — - ‘
1. PLA X 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence befors

V5 30 2. COUNTY . . . ce
Rev. 4/29 Montsomerv & STAT b, COU £ oy sdmission)}

b. Cg".\’ (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY [ Inside Limits :

TOWN 4
J 1l vear o _Wellaville JYos [ No [

<. :‘Llcl’.éphll"{b\ME OF (1f NOT in hulplfal. give location} Inside Limits d. :I;IRJEREETSS (If outsida, give lo:cliicn] l?uidc on Farm
INSTITUTION Jon es[J No M 211 N. Second v . Yea ] ‘No w

3. .NAME OF DECEASED First s Middle Last 4. DATE Month Cay Year

{7 or print) !
P Bdward Slyvestor Shocklee DEATH Feb. 20, 196

5. SEX, 6. COLOR OR RACE 7. Married (3 Never Married [] [8. DATE OF BIRTH | - AGE (las birthday) [ IF UNDER | YEAR | IF UNDER 24 HR

Widowed Divorced th H in.
Male Whi te idowed ) ivor a Ja.n 24. 1871 92 , Mob 3 I égl ours_r Min.
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stata or country) | 12. CITIZEN OF WHAT COUNTRY

mo:t ¥ warking life, even If retired)
rdt¥rad foarmer arming
fa 13b. MOTHER’S MAIDEN NAME LI

13a. FATHER" S NAME

DATE AMENDED

14. NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Address

* Mo
(Yes, no, nrnunénown)'(lf yes, give war or dates of servl 0 Donnall Dhocklee Montgomery c ‘+Y

] 18. CAUSE OF DEATH (Enter only one cause per line NTE
PART . DEATH WAS CAUSED BY: vuronary Thrombosis with ONSET AND DEATH

mwmeoiate cavse o __Myocardial Degeneration . 5 wks,

DOCUMENT

which gave rise to
sbove caunre (3),
stating the under-
tying couze leat

PART 1. OTHER SIGNIFICANT CONDITIONS NIRIBUTING Ti DEA@ not relateg 1o lhc%nrmmtl PART HI. 1§ docessad war female wa

c,,,dmo,,,,,,.,.,,] o Arteriosclerotic Heart Disease 2 yrs.

DUE TO (<)

. disease rondition given in PART i (s) 1 terio
Eerighgzal:Arterlosclerotéc Mes . Lower
19. WAS AUTOPSY | 20a. ACCEENT SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART 1l of item 18.}

PERFORMED?
YES[J NO Q

20c. TIME OF Hour Manth, Dey. Year

INJIJI!Y a.m. . L

. - pm.- < n L o - - .

20d INJIJRY OCCURRED - 205 PI.ACE OF INJIJRY (e.g.. in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WOR| farm, factory, strest, office bldg., atc.) .

NOT WHILE AT WORK O
Feb, 10, 1962 wlebe 20, 19634 i uwdTaiveon FED. 15, 1963

p"' m on the date stated sbove, end to the best of my knowledge, from the cm;:iu.stated. -

erosl there a pregnarcy in last 90 deya.
reml es1 [ Yea ] O Ne 1 O Unknown

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. | aMtendad the &m

Death, occurred at.

Pl

" | e sionaToR Dogren o 1 22, ADDRESS _ [ 2. DATE SIGNED
' ; New Florence , Mo.  .:.  Bf22/63
Toa  BURIAL. CREMATION, | 23b. DATE Toc. NAME OF CEMETERY OF CREMATORY - | 23d. LOCATION (City, fown, or cobniy) - Srore)
WAL (Specify) .
Bupfal Catholic Cemetery | Wellsville,Ms

24. FUNERAL DIRECTOR ?ODEES. 25. PATE RECD. B8Y LOCAL REG: REGISTRAR'S SIGNATUR;
Howard F, Myers, Wellsville,Mo, (¥22/63 aé“w 5(%%

t on Reverss Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF, .

ITEM NOQ.




STATEMENT. BY LICENSED EMBALMER

‘hereby cerﬂfy fhat the ‘body whose name is recorded on the reverse side of this certificate was embalmed by me,
SRR - CEE LT ey
' 5 Student Embalmer™No.

]

or by

working under my personal supervision.
i S NS i,

Student - .
Signature of Student Embalmer L Lo

Licensed Embalmer No
L 3294

P. O. ;Address :

: Nofe: «The ahové MUST BE SIGNED BY THE [.ICENSED EMBAI.MER in his. OWN HANDWRITING (Fallure to comply
with the above” constliutes grounds for revocation of license). ‘
if embalmed by.,a STUDENT, he also shall sign in, his OWN. handwrmng
If thls body is hot ernbalmed fact ‘should be so stated above.
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